Abstract. During the 1970s, the Dutch were suddenly confronted with an epidemic of heroin use. This article analyzes the initial reactions to this epidemic in the Dutch capital of Amsterdam. First of all, this case-study makes clear that many ideas and practices that are now labelled as "harm reduction" were already present in the 1970s. This developing new paradigm in addiction treatment clashed with the old-established "abstentionism." Heated debates over the proper use of methadone and the overall treatment of heroin users dominated addiction treatment in the 1970s. The Dutch approach to hard drug users at the time was ambivalent. The notion that the addict was a patient, not a criminal, was the foundation of national and local drug policy. A closer look at the actual treatment addicts did receive, however, shows that many "patients" were left uncared for and the implicit moral approach to drug use was still strongly present. Around 1980, the tide began to turn in favour of harm reduction methods and principles. Yet it was public order problems associated with addicts that led to the "victory" of this modern paradigm.
The Netherlands are famous for "window prostitution" and Rembrandt but perhaps most of all for its tolerant attitude toward drug use. In any city one can freely buy and smoke marijuana in a legal, tax-paying coffee shop. Moreover, "harm reduction," to use the term now in vogue, in the treatment of heroin addicts is widely accepted. Almost half of all hard-drug users are on methadone maintenance, while several hundred take part in heroin-maintenance projects. Seventy percent of all known hard-drug users receive some form of addiction treatment; this is a high number in comparison to, for instance, the United States, where 25 percent of all addicts receive treatment. 1 Initially, however, the explosion of heroin use in the Netherlands after 1972 led to a clash between two paradigms in the treatment of addicts: the old, established abstinence-oriented paradigm ("abstentionism" 2 ) and the modern paradigm of harm reduction. Abstentionism can be defined as a form of addiction treatment aimed primarily at creating a drug-free life for the addict. In contrast, Diane Riley and Pat O'Hare have aptly defined harm reduction as "an attempt to ameliorate the adverse health, social or economic consequences of mood-altering substances without necessarily requiring a reduction in the consumption of these substances." 3 Harm reduction is often thought to have started in the 1980s. However, in the Netherlands many of the ideas and practices that are now ranged under this banner, such as needle exchange, drug-consumption rooms, and methadone maintenance, were present earlier. More important, a growing number of therapists and relief workers before the 1980s expressed the opinion that chronic heroin addicts deserved help and support even if they did not want to − or were unable to − "kick" the habit. The notion of harm reduction was not yet in use at the time. Some addiction therapists used the term "tertiary prevention" to refer to interventions meant to prevent complications and deterioration of an addiction. Other precursors of harm reduction were labelled "alternative addiction treatment."
Still, the new paradigm in addiction treatment that was gradually taking shape did not gain acceptance as easily as one would expect. This article will focus on the debate on "treatment" versus "relief" in Amsterdam during the 1970s. Who were the spokesmen for both positions and what were their arguments? How did harm reduction become more accepted over the years? The conflict between the two approaches, it will be argued, complicates the general picture of the intrinsically tolerant Dutch.
the "magiCal Centre oF the world": rise and Fall, 1955-80 One reason why the Netherlands is now known as a forerunner in the domain of harm reduction might be the fact that the use of hard drugs exploded in this country quite suddenly during the 1970s, a period of great cultural change in which liberalism dominated the ideological terrain and anti-authoritarian sentiment was widespread in society at large. The Netherlands, and especially Amsterdam, had to deal with a large public-health and public-order problem at a time when taking more rigorous action against drug users would have been completely against the prevailing cultural and political mood.
On the eve of the heroin epidemic, Amsterdam was famous worldwide as the "magical centre of the world." According to the Dutch "hippie" poet Simon Vinkenoog, Amsterdam was to become a crucial site for all those who "wanted to end the aggressive, destructive, paranoid and frustrated tendencies in our society." 4 His fantasies seemed to come true. From 1969 onward, Amsterdam was flooded by tourists from Europe and North America, many of whom slept in large numbers on the Dam square or in the Vondelpark. About one-quarter of all "Vondelpark sleepers" used LSD one time or more during their stay in the park. 5 Many more of them smoked marijuana and some used speed or opium. Big attractions for the tourists were the youth centers Paradiso, Fantasio, and the Melkweg (Milky Way). Music, theater, macrobiotic food, and yoga were on the daily menu of these establishments. Visitors used and sold drugs quite openly. 6 By then it would have been hard to imagine that the use of drugs was in fact a relatively new phenomenon in the Netherlands. After 1945, American soldiers stationed in Germany had discovered Amsterdam to be a good place to spend leave time. In bars along the Zeedijk (an infamous street near Amsterdam Central Station), the Leidseplein, and the Rembrandtsplein, they mixed with immigrants from the Dutch colony Surinam and musicians from the United States, enjoying jazz, marijuana, and prostitutes. Still, until the early 1950s, recreational drug use was mostly confined to outsider groups, such as Chinese immigrants in the big cities (who smoked opium), and prostitutes, pimps, and seamen.
7 This situation started to change around 1955, when Amsterdam began attracting growing numbers of students and artists who wished to escape the suffocating social atmosphere in post-war Netherlands.
After the chaos of the Second World War, the Dutch nation had reverted to traditional Christian values. During the reconstruction period, hard work and decent behavior were prized. Alcohol use was low, as were the numbers of divorces and illegitimate births. The Dutch "beatniks" of the 1950s, however, read Jean-Paul Sartre's Nausea and Jack Kerouac's On the Road. Using marijuana and amphetamines ("speed") fit in well with their desire to separate themselves from the "squares." During the 1960s their drug use expanded to include LSD and opium. According to informal law, the Amsterdam Chinese were allowed to smoke opium in their dens, as long as no young Chinese men or white people joined in.
8 Some Chinese, though, started to sell opium to the Dutch. They even delivered at home, as one user later recalled: "We ordered some Foe Young Hai and they brought it to our door, along with a block of opium." 9 By the late 1960s, roughly two types of drug "scenes" had come into existence in Amsterdam: in one, characterized at the time as "psychedelic," people often engaged in countercultural activities while using such mind-altering substances as cannabis and LSD; and in the other, the injection of amphetamines or opium, or both, was common.
10 By 1969, the latter scene included some 250 chronic users.
11 In contrast to those using psychedelic substances, the amphetamine and opium users were mainly from a lower-class background and often poorly educated.
12
From the viewpoint of public health and public order, opium and speed use was potentially the most worrying. In the media, however, during the 1950s and early 1960s, much concern was also expressed about the drugs cannabis and LSD. Both were strongly condemned as "evil," poisonous, and sure pathways to insanity and moral degradation. 13 The justice system at the time was quite strict in its dealings with drug users as well. The possession of one "joint" could result in a prison sentence of up to eight months. 14 Nevertheless, by the end of the 1960s, the tide was turning. A growing number of criminologists, psychiatrists, sociologists, and politicians started to speak in support of the "maladjusted" youngsters who were using drugs.
Psychiatrists Wijnand Mulder and Peter Geerlings were among them. Both worked at the Jellinek Institute, the main institution for addiction treatment in Amsterdam, where they treated young drug users. Initially, these were referred to the Jellinek Institute through the justice system, but later on they came voluntarily.
In 1969 Mulder published a book entitled Verslaving. Druggebruik bij jongeren [Addiction: Drug Use among Young People]. He claimed that, in most cases, drug use was part of the identity crisis and "self-actualization" process of "artistically and scientifically talented" young people.
15 Sympathetic remarks like these were characteristic of the permissive attitude the Dutch elite came to adopt toward youth culture at the end of the 1960s. Some scientists and policy makers put young people on a pedestal as a source of new vitality that would benefit the entire society.
16
It may have been that the appreciative attitude of the elite was facilitated by the nature of Dutch counterculture, which was more playful and less political than that in the United States, France, or Germany. Besides, modernity and prosperity came to the Netherlands quite suddenly during the 1960s. In the course of one decade, the Dutch were confronted with economic prosperity, the rapid expansion of television, feminism, the sexual revolution, secularization, counterculture, and the growing visibility of youth culture and recreational drug use. Combined, all of this generated a feeling of inevitable change, especially after 1973 when a reform-minded, centre-left government was elected.
17
With regard to drug use, things were changing as well. A turning point was the pop festival at Kralingen forest in Rotterdam (1970) . The police were waiting outside the fences, ready to intervene if things grew violent. But they didn't. In fact, the atmosphere was so good, one officer remembers, that "we just could not continue to preach that marijuana was evil."
18 Around 1970, psychiatrists Wijnand Mulder and Peter Geerlings participated in two expert committees which advised the Dutch government on the issue of drug policy.
19
The radical Hulsman committee, of which Geerlings was a member, issued a report in 1971 which proposed to decriminalize all drug use. Criminalization, the committee argued, resulted in a harmful stigmatization and marginalization of drug users. In the media, Geerlings expressed his fierce criticism of American drug policy. In his opinion, the "War on Drugs" led to the "bizarre situation that one can be sent to jail for years for the possession of marijuana − a substance less dangerous than alcohol according to many experts − while anyone can walk around freely with a Sten gun, that so-called symbol of manliness and freedom."
20
The more moderate Baan committee expressed a wish to decriminalize cannabis as well, but it stated that punishment through the justice system could be beneficial to those young people who were just starting to use drugs. In the end, the reports of both committees contributed to the famous Dutch distinction between "soft drugs" (cannabis products) and "hard drugs" (opiates, cocaine, and amphetamines), which was put into operation in 1976 when the centre-left government adjusted the Opiumwet [Drug Law].
The Dutch criminologist Ed Leuw makes the important point that drug use came to public consciousness in the Netherlands "against the backdrop of a relatively mild dispute about lifestyles and values systems, not against a background of criminality, pathology, and deep rooted social conflict."
21 The young people who were using cannabis at the time were mostly well educated and came from an upper-middle-class background.
22 They were not considered to be a serious threat to the social order and the elite adopted a strategy of accommodation.
The Amsterdam city council generously subsidized youth centres like Paradiso, Fantasio, and the Milky Way. In 1971 the "Vondelpark Project" was started, providing people sleeping in the park with free medical care, showers, and toilets. Additionally, the city financially backed countercultural initiatives for young people, such as the JAC, a ring of shelters offering support to runaways, and the Laurier [Laurel] , where people could recover from a bad "acid trip" in a special "flip-room."
23
In the summer of 1972 events took a turn for the worse. In that year, an estimated 36,000 people slept in the Vondelpark, 70 percent of them foreigners. Many came from the United States, where the use of heroin had already exploded. When President Richard Nixon started his War on Drugs in the early 1970s, the supply of heroin to the United States stagnated. Some users took refuge in Amsterdam; about 15 percent of the American youth tourists who visited this city in 1972 and 1973 were already using heroin before their arrival. 24 This made Amsterdam a lucrative market for heroin dealers. At the same time, the supply of opium in the Dutch capital ran dry. In 1972 the police invaded the opium dens 25 and carried off all users and dealers to prison. 26 A new heroin mafia of Singapore Chinese brought "brown sugar" from Southeast Asia into the Netherlands. 27 These Asian dealers started selling cheap, good-quality heroin in Amsterdam and by 1974 the number of addicts in the Dutch capital had risen to around 5,000.
28 By then, the price of heroin had become much higher as well. The population of the Vondelpark now consisted of a sad army of "homeless people, runaways, drop-outs from Holland and abroad." 29 The Vondelpark project was cleared, an operation that passed off without incident. The youngsters were quietly escorted from the park and advised to go to a Christian shelter or a cheap youth hostel.
30
At the beginning of the heroin epidemic, most users were veterans of the old drug scenes of the 1960s. As one of them recalled: "For years, I had been using ten guilders of opium daily. Within three months, this had changed to three hundred guilders of heroin."
31 But soon new groups of clients emerged: young boys -and, to a much lesser extent, girls -from the workmen's quarters surrounding the Amsterdam city center. Heroin struck hardest in the lower strata of Amsterdam and Dutch society as a whole. An important group of victims were immigrants from Surinam.
Ever since the nineteenth century, inhabitants of Surinam had been migrating to the Netherlands for the purpose of education or to fill gaps in the Dutch job market. In 1975, when Surinam gained independence from the Netherlands, the Surinamese could choose to adopt Dutch nationality. Many of them did, believing the Netherlands to be a land of milk and honey. By 1978, about 135,000 Surinamese were living in the Netherlands, a number that represented about one-third of the total population of Surinam.
32
In many ways, the Surinamese immigrants who turned to heroin in the 1970s resembled the African Americans who fled the South during the 1930s and 1940s. The historian David Courtwright writes that the American black heroin users of the 1940s and 1950s in cities like New York and Chicago were "disoriented and demoralized… exposed to narcotics in a way they had never been before."
33 The same could be said about the immigrants from Surinam. They had to adjust to a new environment and, since decent housing was in short supply, they often lived in crowded apartments. Moreover, the recession of the 1970s led to high rates of unemployment.
34 Discrimination was common; Surinamese were increasingly denied entrance to bars and clubs along the popular Rembrandtplein and Leidseplein.
35 They resorted to the Zeedijk, where people from Surinam traditionally went to listen to jazz and smoke marijuana.
When heroin dealers started their activities in Amsterdam, the disappointed Surinamese were likely targets. By 1980, the number of heroin addicts in Amsterdam lay somewhere between 8,000 and 10,000.
36 Approximately 2,500 of them were Surinamese. 37 In the Netherlands as a whole, there were some 25,000 hard-drug users at the beginning of the 1980s. 38 drug treatment under sCrutiny: the Course oF the debate The Dutch approach to hard-drug users at the time was characterized by ambivalence. The notion that the addict was a patient, not a criminal, was the foundation of national and local policy 39 and had been expressed as early as 1969 by Amsterdam mayor Ivo Samkalden. 40 However, if we take a closer look at the actual treatment that addicts did receive, it becomes clear that many of them were left uncared for and that the implicit moral approach to drug use was still strongly present. For instance, in 1976 the Dutch National Health Council (a consultative government body) stated that "the only treatment for drug addicts that makes any sense is one that principally aims to free the addict from drugs. If one offers the addict shelter and food, this only stimulates him to continue his lifestyle." 41 The choice of words is significant. Apparently, addiction was regarded as a lifestyle of choice.
Freeing the addict from drugs was the central purpose in Amsterdam addiction treatment as well, a field dominated by the Jellinek Institute. When the Jellinek was founded in 1909 − it was then called the ambulatory Health Center for Alcoholism − its goal was to minimize the use of alcohol in Dutch society and to strive for total abstinence on the part of alcoholics. Temperance societies had enjoyed strong support in the Netherlands during the nineteenth and early twentieth centuries, and Dutch addiction treatment stemmed more from a temperance background than from a medical one. The social workers and doctors working at the Amsterdam Health Center for Alcoholism tried hard to convince their clients that they could "choose to overcome their weakness."
42 As the leader of the center, the former school teacher Th. Van der Woude, put it in 1937, his aim was to "educate the alcoholic to become a human being filled with the wish and determination to free himself from his miserable situation… someone who felt responsible for his family, his work, his society." 43 Van der Woude did realize that only a minority of his clients reached this goal. Many of the center's activities were actually aimed at helping the wives and children of alcoholics. They were provided with interest-free loans, food, clothes, sometimes even with a divorce attorney. Although this early form of harm reduction was quite important in daily practice, officially abstentionism counted as the only acceptable and most important purpose of addiction treatment.
Even if the explicitly moralistic approach had faded after the Second World War, the emphasis on abstinence remained strong at the Jellinek Institute (as the Health Center for Alcoholism came to be called in 1964). In fact, abstentionism grew more pronounced as clinical treatment became possible during the 1960s and more therapeutic methods were available, such as Antabuse and various forms of psychotherapy. As Henk Krauweel, managing director at the Jellinek, admitted in 1973, chronic alcoholics were neglected by his institute: "It is so much easier to work with people by whom one can gain credit." 44 Chronic alcoholics ended up in run-down hostels or in psychiatric clinics, or were left to be cared for by the ambulatory psychiatric service of Gemeentelijke Geestelijke en Gezondheids Dienst (GG & GD) [Municipal Health Services] . This organization was instituted and owned by the city of Amsterdam. It functioned as a refuge for the "lost cases" of addiction treatment. 45 After Krauweel left in the early 1970s, a new director, Dees Postma, entered the picture. A former lawyer and recovered alcoholic, during the 1960s he had achieved sobriety with the help of the Jellinek Institute and Alcoholics Anonymous. Postma experienced his recovery as a rebirth. Addiction was an escape, in his view, and treatment an opportunity for personal growth.
46
Postma declared to the press that the Jellinek Institute offered treatment only to those who "formulated a clear wish to be helped." The criterion for admission was "a desire to fight one's addiction."
47
In the treatment of the new clientele of drug users, this abstentionist approach was continued. In 1969 the Jellinek established a therapeutic community for twenty hard-drug users. Encounter and scream therapy were the main forms of treatment. Clients were admitted only if they were truly motivated to overcome their habit and their psychiatric problems were minimal. A relapse into drug use or aggressive behavior could result in expulsion from the com-munity. In 1977 the Jellinek's capacity for the clinical treatment was increased to sixty beds.
Moreover, in 1968 psychiatrist Peter Geerlings had established an outpatient clinic for drug users at the Jellinek Institute. Consultation was possible on a voluntary basis. 48 In 1971 seven hundred drug users were registered at the clinic; a quarter of them regularly attended consultation sessions. 49 Almost from the start, Geerlings used methadone, first in the treatment of twentyfive of his clients. Having read about the work of the American pioneers Vincent Dole and Marie Nyswander, Geerlings tried to wean his patients from their opium addictions. "I wanted to use methadone as a foundation for larger changes in lifestyle," he says looking back. 50 In 1970 he reported that the treatment seemed to be successful. After eighteen months, ten clients no longer used opium. Some had got married or started a job. The others used opium only occasionally.
51
Soon, Geerling's consultation sessions were flooded with drug users from all over the Netherlands and even the rest of Europe. The news about methadone spread like wildfire, and many people came to the Jellinek in search of this new "medication."
52 As this trend accelerated even more after 1972, Geerlings, appreciating the possible medical dangers of methadone use, remained cautious. In reaction to the heroin epidemic, the methadone program at the Jellinek outpatient clinic was expanded; it also came to include slow detoxification, long detoxification, and maintenance programs. In addition, Geerling continued to choose his patients carefully. For instance, in 1978, 472 addicts applied for help at the Jellinek outpatient clinic, but only 134 of them were admitted into one of the methadone programs. 53 On average, during the 1970s, only about a hundred clients at a time took part. 54 These are small numbers, considering the scale of the heroin epidemic in Amsterdam at the time.
Methadone clients at the Jellinek were closely monitored, for medical and psychological reasons. A treatment where nothing was required from the client supposedly continued and even worsened the addiction. 55 Besides, Geerlings believed that a therapist providing methadone should be in full control of the relationship with his or her clients. 56 In order to gain entrance into the methadone program, the user had to promise to avoid the drug scene and focus on rehabilitation, visiting the clinic every day in order to receive methadone and to have his or her urine tested. Moreover, the provision of methadone was accompanied by regular talks with a psychotherapist.
57 If a client broke these rules, or misbehaved in the waiting room, the provision of methadone could be stopped. The Dutch government supported this selective approach. For example, in 1975 it stated that methadone should be given only to a small group of addicts. The government did not want to take responsibility for a "methadone program that did nothing but satisfy the needs of the user."
58
In these years, many drug users ended up in prison or in a psychiatric hospital. During the 1970s, approximately 2,500 persons a year were imprisoned in the Netherlands for drug-related petty crime. Some prison directors allowed their inmates to use methadone as part of a detoxification program. Many did not.
59 Some six hundred people a year were admitted to the university psychiatric clinic of the University of Amsterdam because of drug-related problems. Most of the time, their stay in this clinic was short. As soon as their acute symptoms were controlled, patients were referred to the Jellinek Institute or another institution for addiction treatment outside Amsterdam.
Since the Jellinek did not admit clients with psychiatric problems, many addicts fell back on the care offered by charitable religious organizations, such as the Leger des Heils [Salvation Army], the evangelical Vereniging tot Heil des Volks [Association for the Good of the People], and the Protestant organization de Regenboog [Rainbow Foundation]. They all invited young people into their hostels and coffee bars and approached them on the streets. Several of these organizations founded treatment farms in the Dutch countryside.
During the 1970s, next to the Jellinek, the Municipal Health Center and the Christian organizations, an influential alternative sector for addiction treatment grew into existence in Amsterdam. Alderman Harry Verheij of Youth and Health Affairs gave out large sums of money to private institutions entering the field of addiction treatment, many of which were strongly linked to the Amsterdam counterculture. Those working in this new sector would become leading players in the debate about addiction treatment, giving voice to the new paradigm of harm reduction.
The leading alternative institution for addiction treatment was the HUK, which opened its doors in 1974 as a drug-consumption room generously supported by the local government. At the HUK, addicts could cash their unemployment benefits and then openly take their drugs, get a meal, shower, and buy more drugs from the house dealer. Needle exchange and medical care were available as well, and those working at the HUK tried to assist the addicts in finding decent housing or legal assistance. A doctor working at the HUK aptly described the shelter as "a trendy Salvation Army." 60 Even though the HUK was not very big (it was visited by some 35 to 70 people a day and kept files on about 150), 61 it was outspoken and extremely controversial. A journalist accused the HUK of "putting a bounty on drug use" 62 and pampering addicts. The police and the Jellinek claimed that the shelter was dominated by a criminal atmosphere. Sending a person to the HUK felt like "giving up on them," an Amsterdam police officer said in 1977.
63 In 1978 the city of Amsterdam installed a new committee to evaluate the existing forms of assistance to addicts. This committee stated that the work of the HUK could not be considered relief work, let alone proper addiction treatment, because it was too unconditional and too caring. 64 Many agreed. "Needle freaks are not helped by providing unpretentious 24-hour care and shelter," stated a leading organization of youth-relief workers. 65 Yet, according to Eric Fromberg, founder and director of the HUK, his drop-in center was the only refuge for the majority of addicts: those whose behavior was fickle and whose problems were chronic. He criticized the Jellinek for its elitist work method, claiming that it welcomed only humble, apologetic people who were capable of compliance with paternalistic rules and a psychotherapeutic approach -in short, the most "normal" and healthy ones among the addicts. Fromberg stated: "We are the last stop for those who are thrown up by everyone, literally everyone." 66 He continually argued that "most addicts do not want to kick their habits at all. Our aim is to offer them help and care in spite of that." The coordinator of another alternative institution offering assistance and shelter to addicts, the Princenhof, fully agreed. It wanted to give "love and care" to chronic addicts who did not want to quit their habit or who had tried to but failed. The starting point was to offer them respect and solidarity.
67
These debates about the fundamental question of "treatment" versus "relief" were fuelled by a variety of ideas. The alternative relief workers, for instance, felt that the Jellinek rejected many drug users simply because of their hedonistic lifestyle. Several of these workers were recreational drug users themselves and claimed that the people who treated addicts at the Jellinek did not really understand them. Moreover, the alternative relief workers stated that drug abuse was not a problem in itself unless the user experienced it as such. They tended to believe in the possibility of controlled drug use.
Besides, anti-authoritarian and anti-psychiatric sentiments were strong in the Netherlands during the 1970s. 68 These sentiments clearly resonated in the discussion on the treatment of heroin addicts. Many of those working in the field of alternative-addiction treatment did not have a medical background; most of them were volunteers, social workers, or psychologists. The Jellinek was regarded as an instrument of the state's power over non-conformist individuals. The Amsterdam street-corner workers, for instance, complained that the Jellinek and the justice system worked too closely together. This turned the drug user into both a patient and a criminal offender, a person who had to learn to adjust to the values of non-users. 69 When Peter Geerlings of the Jellinek, together with several other psychiatrists, wrote a report defending the forced treatment of homeless addicts with psychotic symptoms, those working in the alternative field bombarded this approach with criticism. Fromberg, the HUK director, stated that "to put people in prison, if society considers them to be dangerous, is at least more honest than committing them to some beautiful white building where they would be medically sedated under the show of psychiatric care."
70 Another group of alternative relief workers declared: "If one does not know what to do with a client, then at least let him keep his civil liberties. Carrying him off somewhere is not a solution. Besides, it is brutal." 71 So, while Geerlings was considered progressive in the late 1960s, when he was an advocate for decriminalizing marijuana use, ten years later his views no longer coincided with the countercultural point of view. Geerlings had never actually taken part in Dutch counterculture; he sympathized with it but was a doctor first. As a doctor, he believed that in some cases forceful treatment was for the good of the patient. Furthermore, he felt that panicky behavior was no solution to the heroin problem. Instead, he believed that the scale of Dutch addiction treatment should gradually be enlarged to encompass a variety of tools, including inpatient and outpatient detoxification, methadone use, residential care, and therapeutic communities. Only after a multilayered operation had been functioning for a while should large-scale, low-threshold methadone or heroin maintenance be considered, as a last resort in cases where all other forms of treatment had failed. This rational call for patience and caution conflicted with the heated feelings of concerned citizens, relief workers, and users.
In 1977 a new drug-users lobby group was founded: the Medisch-Sociale Dienst Heroïne Gebruikers (MDHG) [Medical-Social Service for Heroin Users]. This organization, which still exists today, became another important advocate of the harm-reduction paradigm. Although many drug users joined the MDHG, the service was initiated by a concerned citizen living near the Zeedijk, the fifty-seven-year-old left-wing politician Johan Riemens.
72 Riemens pitied the addicts he observed every day. He described them as "hungry tigers running around in their cages, without getting any help from the outside."
73 Heroin users deserve our care, Riemens proclaimed. "They are not pieces of trash; they are the minister's son, the notary's daughter, or the black sheep of the Smith family."
74 Wanting to mobilize drug users themselves, he put an advertisement in a leading Dutch newspaper, de Volkskrant [The People's Paper], inviting "heroinists" to his house for a meeting. Only one person reacted to the invitation: street-corner worker August de Loor. He sat there for two hours listening to Riemens's ideas, amazed that someone could put into words so well what he felt on the streets every day. 75 Riemens lobbied for a "third way" in the treatment of addicts. At that time, he argued, there were only two ways in which drug users were treated: with force by the justice system, or with the aim of abstinence by addiction treatment. Riemens abhorred the harsh mentality of this "clique" of police and therapists. According to him, addiction treatment rested on a philosophy of neglect: do not offer addicts too much help and care, for that will only reinforce their lifestyle. Instead, let them land in the gutter, at which point the motivation to overcome their habit would "originate of itself." 76 A third way, Riemens argued, would consist of a fundamental acceptance of and respect for addicts in spite of their drug use. Together, Riemens and De Loor founded the MDHG, which lobbied for community treatment and largescale methadone-maintenance programs. Urine testing should not be used as a condition for acceptance in such programs, nor should the continuation of illegal drug use be a reason to stop the methadone supply. Methadone would offer addicts a chance to escape the madness and misery of the streets, and might keep them out of prison.
With regard to methadone, the attitude of the MDHG was different from that of the HUK. In the eyes of the people working at the HUK, methadone was a symbol and instrument of the medical model of addiction, which they rejected.
77 But, at the end of 1976, the HUK was forced to change its opinion. For some reason, heroin was in very short supply in Amsterdam for a while. Since the HUK was known for its house dealer, addicts flocked to the facility hoping to get their hands on some heroin. This high concentration of drug users became a problem to the neighbors.
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When the supply of heroin picked up again at the beginning of 1977, a lot of dealing was taking place around the HUK. Since clients were not allowed to deal inside the shelter, they moved their activities to nearby alleys. This was too much for those who lived in the area, and they complained to the city government. Around this time, the HUK started to hand out methadone to its clients. Whether this was done to silence the growing concerns in the neighborhood, or because the staff felt pity for addicts suffering from withdrawal symptoms in a period of heroin shortage, is not clear. In any case, the HUK staff decided to set aside their objections to methadone. And, once they had started, it was impossible to stop. The HUK did stress, however, that its methadone program was very different from that offered at the Jellinek Institute. The dosage of methadone was low, because it was assumed from the beginning that clients would continue to use heroin and other drugs on the side. Also, the HUK did not perform urine checks, and, when clients did not arrive to collect their daily dosage, they were not kicked out of the program. Staff regularly gave clients a week's supply of methadone to take home. They emphasized that the client was responsible for his or her own drug use. Any unnecessary dependence by clients on the institution that supplied their "medicine" was to be prevented.
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The HUK staff quickly discovered that methadone maintenance was of great use in improving the lives of their clients.
The debates in Amsterdam regarding addiction treatment were further heightened by growing public-order problems. In 1977 two leading Amsterdam police officers published an article describing the situation in their city. A lot of pressure was being brought to bear upon the police and the city government by Amsterdam citizens and shopowners, who demanded that drugrelated crime be reduced. 80 The matter truly became urgent when, in 1979, a large group of Surinamese addicts began wandering the streets of Amsterdam, much to the alarm of its citizens and the city government.
Addicts of Surinamese origin seldom went to the Jellinek Institute, the HUK, or the Princenhof voluntarily, for they did not feel at home in any of these institutions. 81 Dutch addicts who frequented the HUK mostly injected their heroin; the Surinamese addicts preferred to inhale heroin using a technique called "chasing the dragon" (or, in Dutch, "chinezen") . According to their native Winti religion, the body, as one of them expressed his feelings, was the "chair of the soul": the sacred medium that could put one into contact with one's ancestors. One did not put a needle in the body, which should be treated with respect.
82 At the HUK, white opiate users sometimes discriminated against the Surinamese.
83 They did not respect addicts who did not "shoot up." Surinamese addicts felt discriminated against by the police as well. Relations between the police and the Surinamese had been tense ever since 1972, when a young man from Surinam had been shot while resisting arrest. He died as a result. 84 The officer responsible was acquitted: the dead man had been carrying a knife and some cannabis, so the shooting was regarded as self-defence. 85 Later, since Asian heroin dealers used the Surinamese as intermediaries, 86 every day about four hundred Surinamese dealers populated the Zeedijk. 87 Relations in that neighborhood between the immigrants and the police, to say nothing of those between immigrants and non-immigrants, became very tense.
On top of this, in addiction treatment a cultural gap existed between the native Dutch and the Surinamese. For instance, a female addict from Surinam claimed that she had to learn to speak differently at the clinic. She recalls: "The Dutch junkies kept bitching about my accent. They said it made them crave for heroin." This woman also had a hard time relating to the therapeutic climate in the community, with its emphasis on individualistic values like self-development and autonomy. "The therapists kept saying that I was too dependent on my family," she remembers. "I had to stand up for myself and break away from my parents. I did not understand this; family ties are very important in my culture." Instead, she wanted to talk to her therapists about racial discrimination and unemployment. This was not possible, she claims.
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In 1975 the city created a working group to study the problem of the many Surinamese addicts in need of care; their number was estimated to be from 1,000 to 1,500. 89 The meetings of this group did not produce any concrete solutions, so the SOSA (a Surinamese welfare organization) went on to establish a shelter. After 1977 the SOSA was transformed into a new organization called Srefidensie, which from 1977 to 1981 managed several detoxication farms in the Dutch countryside.
At the shelter run by the SOSA, criminal and drug activities became interwoven. 90 Things reached a crisis point when the police, in a desperate attempt to curb the trouble at the Zeedijk, raided a couple of Surinamese drug bars in 1978. Many dealers fled to the SOSA building. The Amsterdam government decided that this was an untenable state of affairs. In the bitterly cold winter of 1979, the SOSA building was cleared by the Riot Squad.
A sad procession of homeless addicts then wandered the streets until they ended up in the Doelen Building, an empty and desolate structure in the center of town -directly opposite, in fact, the home of Willem Polak, mayor of Amsterdam since 1977. From his window, Polak could watch addicts plundering parking meters and breaking into cars. 91 Still, the city of Amsterdam decided to let the group stay in the building for a while. Within four days, 1,100 Surinam drug users had registered to live there.
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It soon became clear that the Doelen Building posed a serious inconvenience to people in the neighborhood. In June 1979 this building, too, was cleared. To compensate the Surinamese, Srefidensie was offered an extra sum of money to expand its therapeutic activities. Also, the city tried a new strategy: to spread the wandering group of addicts more widely by creating drop-in sites and temporary housing for them in various parts of town away from the city center. This strategy nearly caused a popular uprising.
Members of the city council were shocked by the "fascist remarks" made by residents during a hearing. Some Amsterdam citizens proposed to expel all addicts to labor colonies or an island somewhere in the ocean. Others wanted to transport all people from Surinam back to their own country. Some threatened to stone Surinamese addicts or burn them alive. Two new drop-in centers meant for Surinamese addicts were in fact burnt to the ground. 93 The alderman responsible for health affairs, Irene Vorrink, eventually resigned. Then, in 1981, Srefidensie collapsed because of an internal corruption scandal. The city decided to take action. Large-scale, low-threshold methadone maintenance had to save the day.
The Jellinek still did not want to do it. "Addiction therapists are not supposed to be reduced to drug dealers in service of the state," Jellinek director Postma said in 1982.
94 "We wanted to help people who wanted to change, to fight their addictions," he explains retrospectively. "It was not our task, I felt, to maintain public order." 95 The Jellinek did not stand alone in this opinion. The editors of a leading liberal Dutch newspaper, the NRC-Handelsblad, felt the same way: they likened methadone maintenance to the offering of "human sacrifices" in order to diminish drug-related crime and meet public-order concerns. 96 Still, since a local health-care system was already in place in the form of Municipal Health Services, the desire of the city government to restore order in the city could easily be satisfied. In fact, Municipal Health Services had already taken the initiative.
As soon as the Doelen Building was evacuated in 1979, members of the drug team of Municipal Health Services set up a low-threshold methadone program for Surinamese addicts. In June 1979 the first "methadone bus" − at which addicts could pick up their methadone at fixed hours − started to function in Amsterdam. Within a year, 632 addicts had applied for this program, mostly people from Surinam. 97 For the first time in Amsterdam, methadone maintenance was used with the explicit aim of entering into contact with heavy drug users known for their "care-avoiding behavior."
In the period between 1977 and 1979, field worker and psychologist Ernst Buning had met many of those "care-avoiders." As a member of the drug team of Municipal Health Services, Buning was "knocking on the doors of squatters, talking to people who were asking me what the hell I wanted from them." He met with many drug users who had been to a therapeutic-treatment program and relapsed again. Talking to them, Buning started to realize the importance of harm reduction, or "tertiary prevention," as the drug team then called it: "What can we do for drug users who are not motivated to give up their drug use? How can we integrate interventions for this group in our public health activities? How do we communicate this change to our local politicians?" 98 One of Buning's colleagues, Dr Giel van Brussel, was on the same track. When the Surinamese group had taken up residence in the Doelen Building, van Brussel started offering consultation sessions there. When he asked the drug users he met what they wanted, many of them answered: we want methadone, but without any pressure to undergo treatment.
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After 1981 a broad system of methadone maintenance was created in Amsterdam, involving general practitioners, special community centers for the distribution of methadone, and methadone buses. The number of methadone users in Amsterdam increased from about 1,000 in 1980 to some 4,000 in 1983.
100 Municipal Health Services coordinated the project and also started to register drug users in the city. Its director expressed the philosophy underlying the new harm-reduction paradigm in 1984, when he wrote in a renowned Dutch medical journal:
When treatment fails, we simply set ourselves a new goal: diminishing the harm caused by an addiction: the physical, mental and social harm… Of course, we cannot allow medical actions to be made subordinate to the maintaining of public order. However, health care and public order can work together in achieving a common goal: diminishing the uncontrolled nature of existing addictions.
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In 1982 the Dutch government, too, had adjusted its goals with regard to addiction treatment. Abstinence was impossible to achieve for many addicts. Treatment should focus more on harm reduction or, in the government's words, "improving the social and physical functioning of the addict through 'coaching.'" 102 ConClusion Many ideas and practices that today would be labelled "harm reduction" were thus already in place almost from the start of the heroin epidemic in Amsterdam. The HUK, the MDHG, and street-corner and other relief workers all stated that drug users who were unable or not motivated to kick their habit deserved attention, support, compassion, and low-threshold methadone maintenance.
Retrospectively, the tolerant and accommodating attitude of the Amsterdam city council toward the counterculture and drug use was an important factor in the rise of this new harm-reduction paradigm. The generous funding of the HUK and other alternative institutions enabled the critics of abstentionism to make their voices heard and experiment with a different approach to hard-drug use. Furthermore, an open drug scene existed right in the middle of Amsterdam's city center. The reality of the heroin epidemic was not concentrated in distant city ghettos; it was there for all to see. The sight of the users swarming the streets sparked compassion in the hearts of some observers, like Johan Riemens, who felt that heroin addicts condemned to a life on the streets were utterly pitiable.
Harm reduction was controversial at first, but it turned into local policy when the heroin epidemic got out of hand at the end of the 1970s. The growing acceptance of large-scale methadone maintenance was the result both of a growing compassion for chronic heroin addicts and of a need to restore social order in Amsterdam. Since the city had its own health service, the new approach could easily be put into practice. Municipal Health Services had originally been set up in the nineteenth century to fight epidemics like cholera and tuberculosis; now it had to fight the heroin epidemic. The Netherlands were thus quite early in its acceptance of the harm-reduction paradigm. In France, by contrast, a repressive drug policy and abstentionism dominated until the end of the 1990s. In 1993 only fifty-two people received substitution treatment, a number that had expanded to 90,000 by 2002. 103 In Germany, after a long debate, a methadone-maintenance treatment was introduced in 1987. The number of clients was low at first, because of strict admission criteria. It increased considerably in the 1990s.
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Yet the case of Amsterdam is not unique in all respects. Abstentionism was quite strong in the Netherlands, too, in addiction treatment as well as in popular opinion and even national health policy. In the end, the leftist government of Amsterdam used methadone to fight drug-related crime and diminish social unrest, much like the conservative American president Richard Nixon did in New York. In short, the story of the heroin epidemic in Amsterdam, and the reaction to it, moderates the image of the Netherlands as an intrinsically liberal country. 
